, TRE DIVISIUN UF AEAL ITH U Miasuln
& Welfer {iLED DEC 18 108y STANDARD CERTIFICATE OF DEATH T v - Y

Iih ::::::. ngisrrutieth No. /gf Primary R.'gia_'_rmicn Dinriﬂ: /oa b S - Regulrur s No__Esﬁoi
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institution:-Residence before
$. 300 a. COUNTY Jackson STATE Missouri b. COUNTY Jacksd’ff‘"""")
wv. 1-57 & b. CITY (If vuiside corporate limits, give TOWNSHIP eonly} Inside Limits cITY Ingide Limits
rom  Kansas City Yes K] Mo [J Ivf Tomy Kansas City Yes KX No []
| c. Eg;l;l_:_l:ﬁ%gF (If NOT in hospital, give location) | Length of stay in 1b : T, iT)RDE!EEES (If outside, give location) Reside on Form
| sTITUTion Gentl Hosp, #1 ZL y s ' 315 W. 9 Yes [ no[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
| (Type or print) Joseph Masden - 11 24 1957
| 6 COLOROR RACE| 7. uquien]neven uarmieo[]| & PATE OF BIRTH - AGE (s e LY AR DR 2y e
| _“‘h ’—{ P WIDOWED[] o DIVORCED[RM & — Do — Ifqé I [

. USUAL OCCUPATEION (Give kind of work done | 30b. KIND OF BUSINESS OR ~ 11. BIRTHPLACE ({City and state or country) 12, CITIZEN OF WHAT COUNTRY?

-
2
2 during most of worging lifs, syen If ratired) INDYISTRY A"
2 e i unkrown erifvck o ! Y) e
_—_;- 130 FATHER'S NAME v 135, MOTHER'S MAIDEN NAME i 14. NAME OF HUSBAND OR WIFE
: | vnknewn gnk ne wn Jaknown
o
a =1 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16 SOCIAL SECURITY NO.| 17. INFORMANT Address -
E ] " .
E. g {(Yas, no, or unknawn}| (If yes, give war or Je!;- of service) . ?ce ‘ ’d éA’t ( ™ ﬂocp ﬂ /
z o . CAUSE OF DEATH {Enter only one cnuse per line for {a), {b), and {c).) INTERVAL BETWEEN
o w PART I. DEATH WAS CAUSED ONSET AND DEATH
'é w IMMEDIATE CAUSE (a) Uremia
£ 4
= F - . - T P
£ '35 Condisions, it v, DUE TO o Chronic 'pyelonephritis
- = jave
.3 - above g::u:: ‘.tu) } 'ju'c
= = statii under-
-] iying. coves tasr ? DUE TO fc) le
E"‘i g E PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not ratated te the 1erminal diseass conditlon given in PART | (o) 19 g’éfq?é’.{,?g“}
-
I3 3 ‘E’ . g . YES[] NO El
E _; !é E 200. ACCIDENT SUICIDE HOMICIDE 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
N O O 0
>2 50 - D L.
83 3 g Dc. TIMEOF rour  Month, Doy, Yeur -
- 0 k S.m.
3. > ,: .
P 3 p.m, -
H _E Z 204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or cbouthome,| 201, CITY, TOWN, OR LOCATION - . COUNTY - - ' - STATE
s W WwBI:QLKE ATD NO];{\S’I-!:(LE 0 farm, factary, sstast, office bldg., eic.) . . .
is 3 AT WOR
E‘E 2. lr.;ﬂen:led the deceased from ’Novc 1&,,1957 , B Nov' du’ 1957 and last mwhm alive on Nov- 2hl 1957
g H Death occurred ot 6 2 37 A .\ : m on the date stated above; and to the best of my kmwledqn, from the cousas stated.

E‘ § W 224, SIGN E - {Dagras or title) 0| 22b. ADDRESS 22c. DATE SIGNED
iz £ - . P /& 2hth & Cherry . ¢ | 11-25-57
7 N6 oURIAL, CREMATION, | 736, DATE 23e.. NASIE OF CEMETERY.OR CREMATORY 23d. LOCATION (City, town, or county} . . State)

m EMOVAL (Specify) )
Cmoava /f-29- ¥ 7 Mert 'ﬂnd/ m:/:fany Cesw| ACavenvwrit a3,
— NERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26.' REGISTRAR'S SIGNATURE

L. Cp I\ /1757 Mrlrm TNcrnmdall

m
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STATEMENT BY LICENSED EMBALMER

== I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by ............. eeeeeeeria—ea eeeeerneertesnseeeennneerertaasetnsarerntrrerrsssnaaneennnnn , Student Embalmer No. ....... TR

working under my personal supervision. -

Student ..o e e, erriarenrns
Signature of Student Embalmer

- ‘.l

: P. 0. Address/(j.é.i..%

.~ .="+ Note: The above MUST BE.SIGNED BY THE ‘LICENSED EMBALMER in his . OWN HANDWR!TING {Failure
~ to comply with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. L
7" ° If this;body'is not'embalmed, fact should be so stated above. - T ToLT T




